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Facility: 

1. maOM [sa sauivaQaakoMd` pr icaik%saIya doKBaala AÝr ]pcaar kI maaMga kr rha hUÐ AÝr vao saovaaeM svaIkar krnao pr sahmat hUÐ jaÜ TIkakrNa saiht iksaI icaik%saIya dSaaÊ maorI dSaa ka ]pcaar krnao kI
p̀iËyaaAaoM AÝr naomaI dMt tqaa icaik%saIya doKBaala ka inadana kr saktI hOM. maOM jaanata hUÐ ik yao saovaaeM mauJao icaik%sakaoMÊ dMt icaik%sakaoMÊ nasa- p̀Oi@TSanaraoMÊ imaDvaa[faoMÊ icaik%sakaoM ko sahayakaoM tqaa
Anya svaasqya doKBaala p`dataAaoM Wara p`dana kI jaaeMgaI ŸnamaoM sao kuC p`iSaxaNa maoM hÜ sakto hOM. mauJao maoro Wara p`aPt kI jaanao vaalaI saovaaAaoM ko pirNaamaaoM ko baaro maoM kÜš gaarMTI nahIM dI gayaI hO.

2. maOM jaanata hUÐ ik [na saovaaAaoM kÜ svaIkar krnao kI maorI sahmait tba tk p`BaavaI rhogaI jaba tk maOM yah na kh dUM ik Aba mauJao [na saovaaAaoM kI ja$rt nahIM hO yaa jaba tk maora ]pcaar pUra nahIM hÜ
jaata.

3. maOM jaanata hUÐ ik [na saovaaAaoM kÜ svaIkar krnao kI maorI sahmait kÜ saamaanya sahmait kha jaata hO AÝr yah ik [samaoM kÜš naomaI p`iËyaa³eM´ yaa ]pcaar³raoM´ jaOsao r> inakalanaaÊ SaarIirk jaaMcaÊ
dvaa³eḾ  donaaÊ e@sa¹ro krnaaÊ sqaanaIya saMvaodnaaharI tqaa Anya gaOr¹AaËamak p`iËyaaAaoM ka p`yaÜga Saaimala hO.

__________________________________________________________ _____________________ AÝr ______________ saubah (am) 
 rÜgaI yaa naabaailaga rÜgaI ko maata¹iptaÀkanaUnaI AiBaBaavak ko hstaxar tarIK (and) samaya  Saama (pm) 
 (Signature of Patient or Parent/Legal Guardian of Minor Patient) (Date) (Time) 

If the patient cannot consent for him/herself, the signature of either the health care agent or legal guardian who is acting on behalf of 
the patient, or the patient’s surrogate who is consenting to the treatment for the patient, must be obtained. 

__________________________________________________________ _____________________ AÝr ______________ saubah (am) 
 svaasqya pircaark ejaoMTÀkanaUnaI AiBaBaavak ko hstaxar  tarIK (and) samaya  Saama (pm) 
 (Signature of Health Care Agent/Legal Guardian) (Date) (Time) 
 (Place a copy of the authorizing document in the medical record) 

__________________________________________________________ _____________________ AÝr ______________ saubah (am) 
 p`itinaiQa ko hstaxar AÝr irSta tarIK (and) samaya  Saama (pm) 
 (Signature and Relation of Surrogate) (Date)  (Time)

]pcaar ko ilae saamaanya sahmait 
(GENERAL CONSENT FOR 

TREATMENT) 
FORM A 

AaMtirk rÜgaI AÝr baa(rÜgaI AÝrÀyaa AapatkalaIna kxa saovaaeM caahnao vaalao rÜigayaaoM ko ilae . / 
For patients seeking in-patient, out-patient and/or emergency room services. 

gavaah (WITNESS): 

I, ________________________________________________ am a staff member who is not the patient’s physician or authorized 
health care provider and I have witnessed the patient or other appropriate person voluntarily sign this form. 

_______________________________________________________ _____________________ AÝr ______________ saubah (am) 
   gavaah ka hstaxar AÝr pd (Signature and Title of Witness) tarIK (and) samaya  Saama (pm) 

(Date) (Time)

duBaaiYayaaÀAnauvaadk (INTERPRETER/TRANSLATOR): (To be signed by the interpreter/translator if the patient required such 
assistance) 

To the best of my knowledge the patient understood what was interpreted/translated and voluntarily signed this form. 

________________________________________________________ _____________________ AÝr ______________ saubah (am) 
   duBaaiYaeÀAnauvaadk ko hstaxar (Signature of Interpreter/Translator) tarIK (and) samaya  Saama (pm) 

(Date) (Time)
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